PlNK disease is a specific disease which is becoming increasingly common, and according to Bilderback (1949) , more than 1000 cases have been reported. It is probable that a large number of cases are not reported and it is possible that diagnosis is not established in a small number of cases.
In this largely rural area with its dispersed population, pink disease is established as a recurring disease of infancy and early childhood, occurring sporadically and almost epidemically.
Variations have been noted in the severity of the individual symptoms and physical signs but the clinical picture is definite.
The disease was first described by Selter in 1903 but his work was overlooked until Feer in 1922 described the condition again. In the meantime Swift had described pink disease in Australia in 1914.
At the Australasian Medical Congress in 1920 the patients were called the children with " raw beef hands and feet." This appearance first gave rise to the eponym pink disease applied by Chubbe of Sidney (Bilderback, 1949) . Byfield (1920) suggested that the disease was a peripheral neuritis.
In 1923 Paterson and Greenfield were able to say that the condition was insufficiently recognised in this country. In a description of the pathology for the first time in this country they noted peripheral neuritis and chronic inflammatory changes in the spinal cord and nerve roots.
The sensory fibres were affected more often than the motor fibres.
There was an association with influenza epidemics, the incidence of cases being during and after an epidemic, each case commencing as an influenzal cold.
During the period under review (December 1943 (Table III) .
Relapses occurred in 4 cases. The annual incidence of the disease has been uneven (Table I) although Fisher (1947) Although the disease is said to occur more commonly during the winter months it is demonstrable (Table II) , and confirms the view of Fisher, that there is no seasonal variation. Braithwaite (1933 and 1936) suggested that the disease was aggravated in the early and late summer months and more commonly encountered during these seasons but this view is not confirmed in this series.
Month of Onset.
Number of cases (Table III) .
There did not appear to be any relationship between the age of onset and the duration or severity of symptoms. Social conditions were not implicated as all the patients came from good homes. There was, however, a noticeable predilection for certain areas, and the great majority of cases have occurred in isolated rural communities, with a particular emphasis on two areas. In 16 cases the father was a farmer, small-holder or farm labourer. There was no evidence of dietary deficiency, although 16 cases had been bottle-fed from birth. This figure is in agreement with the high incidence of bottle feeding in Caernarvonshire as noted in child-welfare clinics (Parry-Pritchard, 1949) .
In each case a routine radiograph of the chest, wrist and knee showed no evidence of rickets, scurvy or primary lung tuberculosis.
It has been noted that certain districts supplied, at irregular intervals, a quota of cases of pink disease, and this coincided with the findings of Logan (1949) , that the disease is more common in some areas.
The incidence in both sexes is equal (Table III) Tisdall, Drake and Brown (1938) Using nicotinic acid were unable to demonstrate any improvement. Peckham (1946) , on the assumption that the disease is due to a v'rus, used potassium chlorate, with a resultant rapid recovery in 5 cases.
Bivings and Lewis(i948) and Elmore(1948) (1925) claims that removal of tonsils and adenoids was followed by a speedy recovery in all patients. Gareau (1942) Mercury ointment and hydrarg.
cum creta were not given in the present series of cases, and teething powders were given to 13 cases only (Table III) , before onset of the disease.
The prodromal catarrh, the local outcrop of cases and the character of the nervous lesions suggest a similarity to other forms of encephalomyelitis of virus origin.
Complications have been mainly intercurrent infections, commonly naso-pharyngeal but also, in order of frequency, bronchitis, tonsilitis, stomatitis, gastro-enteritis and bronchopneumonia.
Relapses occurred in 4 cases (Table III) 
